Direct care workers who provide assistance in clients' homes, also known as home care workers, are a large and growing share of the U.S. labor force. In 2015, 1.7 million workers provided in-home, personal assistance to the elderly, the chronically ill, and individuals with disabilities, and this number was almost double the number working as home care workers in 2005. While this is still a female-dominated occupation-88% of the workers providing in-home care were female in 2015-the share has fallen somewhat from 92% female in 2005. Home care workers are included in two occupational categories, personal and home care aides and nursing, psychiatric, and home health aides, used to describe direct care workers in federal data sets; there were about 4.4 million direct care workers in both occupations in 2015. Here, we further identify direct care workers in these two occupations who work in the industries of home health care services or individual and family services as home care workers: about 38% of the total direct care workforce in the two occupations identified. Home care workers are also growing as a share of direct care workers. Among all personal and home care aides, those working in homes grew from 43% to 51% of the total between 2005 and 2015, and among all nursing, psychiatric, and home health aides, the share working in homes grew from 20 to 30% of the total across the same 10 years (see Appendix).
The direct care occupations of personal and home care aides and nursing, psychiatric, and home health aides have much in common with other low-wage, female-dominated occupations. A 2016 study by researchers from the Institute for Women's Policy Research (IWPR) working with Oxfam America identified the 22 largest, growing, female-dominated occupations (here defined as having 60% or more female incumbents) with median pay of less than $15 per hour in 2014 (Shaw, Hegewisch, Williams-Baron, & Gault, 2016) . Personal and home care aides are the eighth largest of these occupations and nursing, psychiatric, and home health aides are the fourth largest. Among those 22, personal and home care aides constitute the single occupation with the highest growth rate projected through 2024 by the U.S. Bureau of Labor Statistics (BLS), at 25.9% from 2014-2024, while the growth rate for nursing, psychiatric, and home health aides is not far behind at 24.5%. The growth rate projected for all 22 low-paid, femaledominated occupations is 9.5% across the same period and 6.5% for all occupations (total employment). Aides in these two direct care occupations are older (median age 45 and 41 respectively) than the average workers in these 22 low-wage occupations (median age 36). Female personal and home care aides earn about $1.00 per hour less than female workers across all 22 low-wage, female-dominated occupations ($10.16 and $11.18 per hour, respectively) while female nursing, psychiatric, and home health aides earn just above the median for all 22 occupations at $11.83 per hour. In 2014, 78.8% of female personal and home care aides earned less than $15 per hour compared with 71.3% of all female workers in the 22 largest occupations; female nursing, psychiatric, and home health aides fare just slightly worse than all female workers with 72.0% earning less than $15 per hour (Shaw et al., 2016) . Almost half of both groups of female direct care workers have education beyond high school; nevertheless, more than half have family incomes below the poverty or near-poverty level, faring somewhat worse than women in the 22 occupations as a whole and much worse than all women workers. Female direct care workers are disproportionately women of color and disproportionately foreign-born (only the occupations of personal appearance workers and maids and housekeeping cleaners have higher shares of foreign-born workers among the 22 occupations).
An Aging Population
The United States population is aging as the large Baby Boom generation ages and the cohorts following them are generally smaller. Between 2005 and 2015, the number of Americans aged 60 and older increased by 40%, with most of that growth in the 60-74 age range. The number of these older American needing assistance with activities of daily living has also increased substantially, reaching nearly 22 million by 2015 from 17 million ten years earlier.
Among people of all ages, there were more than 42 million Americans living with one or more difficulties of daily living in 2015, about 11% more than in 2005 (Figure 1) .
The older population (65 years plus) is expected to grow as a share of the total population through 2030, after which it is expected to level off at a higher percentage than in earlier years (20% after 2030 compared with 12-13% between 1990 and 2010). And the older old (85 plus) are expected to increase as a share of the 65 plus age group, from 14% today to 21% in 2050 (U.S. Census Bureau, 2010). Many of the elderly are single, especially among women, and the share who are single is also expected to grow, as Baby Boomers married less and divorced more than earlier generations. More of the elderly will be living without partners who might be able to assist in their care; moreover, they will have fewer adult children who might be able to provide care (Hartmann & English, 2009) . Surveys suggest that Baby Boomers prefer to remain in their homes as long as possible, a preference that is expected to increase the demand for home care services above and beyond the sheer growth in the older population. For example, an AARP survey found that 87% of adults aged 65 and older want to stay in their current home and community as they age (Harrell, Lynott, Guzman, & Lampkin, 2014) .
Changes in the Home Care Workforce
With the aging of the population, the home care workforce has grown as well. Table 1 shows the overall growth in the home care workforce between 2005 and 2015 by gender. While women continued to dominate the field, the rate of growth has been faster among men and the number of men nearly tripled over the decade, compared with nearly doubling for women.
The home care workforce has also become more nonwhite (including Hispanic) and more foreign-born between 2005 and 2015. There were 17% more nonwhites than whites working in home care in 2005; by 2015 there were 34% more nonwhites than whites. The foreign-born share of all workers in the field grew from 24% to 27% (IWPR calculations, data not shown). Figure 2 illustrates the intersection of race/ethnicity, nativity, and gender in 2015. Among women, the largest single demographic group working in home care of those shown was white women born in the United States (including born abroad to U.S. parents), followed by U.S.-born women of color, followed by foreign-born women of color. Among men, U.S.-born men of color were the largest group, followed closely by U.S.-born white men, followed by foreign-born men of color. Among women, all women of color constituted 57% of the female home care work force, all immigrants constituted 27%, and immigrant women of color constituted 23% (88% of immigrant home care workers were women of color).
Between 2005 and 2015, the home care work force changed in other ways as well (Table 2) . A slightly larger Bachelor's or higher degree (2.9 percentage points higher than in 2005). There was a corresponding drop in the share who lacked a high school diploma, of 9.4 percentage points. While more than half of home care workers lived in poverty or near poverty, there was a very slight decline across the decade. The increase in potential demand for personal care in the home does not seem to have translated into higher real wages for the home care workforce. Among all workers, annual earnings were slightly higher in 2015 compared with 2005 (Table 3) . However, when restricting the analysis to those working full-time, year-round, about 34% of the total in 2015 (up about three percentage points from 2005), real earnings declined for both women and men. (It is possible that real earnings increased for all workers because part-time workers increased their hours of work.) In 2015, home care workers born outside the United States who had become naturalized U.S. citizens earned more than their U.S.-born counterparts or foreign-born noncitizens (except among men including those working part-time, where foreign-born noncitizens earned slightly more). It appears that home care workers earn more than the minimum wage on average, from an estimated range of $10.40 to $13.50 per hour (based on an average of 2000 hours worked per year), compared with an estimated average minimum wage of $8.25 per hour, which represents an average of the federal minimum wage of $7.25 and many higher state-based minimum wages (Cooper, 2016) . Fortunately, beginning on January 1, 2015, the U.S. Department of Labor updated the Fair Labor Standards Act, which sets the federal minimum wage and overtime pay at 150% of the wage paid for the first 40 hours per week, to now apply to most home care workers (U.S. Department of Labor, 2016). As of yet, no increase in earnings seems to have occurred. Benefits in this field are also often lacking: workers have little access to paid sick days, health insurance, or pensions or retirement savings accounts through their employers (Childers, 2017 ). An IWPR study found that only 39% of female in-home aides had access to health care through an employer, former employer, or union, or through a family member who had such access (Henrici, 2013) . Turnover is quite high according to an industry study: "60% of caregivers working for private duty home care companies quit or were fired from their jobs" in 2014 (Ozga, 2015) .
While the earnings may be low and declining, there appeared to be greater gender equality in earnings for full-time, year-round work in 2015 than 2005 among home care workers (Table 4) . Among all full-time, yearround workers female home care workers earned 92.4% as much as their male counterparts, for a 7.6% wage gap. The female-to-male earnings ratio increased from 87.1% in 2005 to 92.4% in 2015-nearly a 40% reduction in the size of the gender wage gap. However, foreign-born women lagged U.S.-born women when compared with men of the same naturalization status, and in 2015 those who were not citizens had the worst gender gap, about the same as the U.S. gap in the entire work force (typically lower paid jobs have smaller gender wage gaps than average, whereas higher wage jobs have larger gender wage gaps than average).
Meeting the Future Need for Home Care Workers
The U.S. Department of Labor (Rolen, 2017) projects that the economy will add more than 1.6 million jobs in occupations related to eldercare over the decade between 2014 and 2024. Table 5 shows that if relative growth rates in the home care occupations between 2005 and 2015 were to continue across the next decade, about 880,000 jobs would be added in home care, accounting for about half the growth in eldercare jobs overall. Men would continue to accept jobs in this sector and their representation would increase from 11.9% to 13.4% of the home care workforce, an increase of about 144,000. The representation of workers of color and immigrants would also continue to increase. Sixty-one percent of jobs added would be filled by workers of color and their share of the workforce would rise from 57.3% to 58.7%. Similarly, more home care workers would be immigrants to the United States, with 30.3% of jobs added going to foreignborn workers. Among women, who account for 736,000 expected new workers, the only group whose share of the home care work force is expected to grow is immigrant women of color. Our analysis suggests that meeting the growing demand for home care workers will be challenging. Compared with ten years ago, more of the home care work force are foreign-born and of color, and the foreign-born in this occupation are nearly all people of color, especially among women. The home care workforce is aging, particularly among the foreign-born, who represent a disproportionate share of workers currently and a segment that is expected to grow further by 2025 (see Table 5 ), presumably through immigration or by attracting foreign-born workers already in the United States to enter the field of home care. Yet wages are not increasing and, without comprehensive immigration reform or an improved visa system for immigrants who are willing to come to the United States to provide care to people in their homes, it is not clear how these workers will be found to provide home care.
The Foreign-Born Female Workforce
Foreign-born women of color face multiple disadvantages. As immigrants they may need to acquire language skills and knowledge of U.S. work culture and laws, they may be undocumented and have access to few legal protections for themselves or their families, and they may face gender and race discrimination as well as anti-immigrant bias in a labor market that still penalizes workers by gender, race, ethnicity, and nationality.
As we have seen, women who are noncitizens faced the lowest wages of any group in 2015 (Table 3) ; they also faced the worst gender pay gap (Table 4) . Home care workers are disproportionately poor, with more than half living in poverty or near-poverty ( Table 2) . As several researchers have shown, home care workers are often subject to abuse and exploitation, such as nonpayment of wages. These problems, not surprisingly, have been shown to be greater among immigrants for whom English is a second language and who lack documentation (see Hess & Henrici, 2013 , for a review). Currently of the 27% of the female home care work force that is foreign-born, slightly more than half, or 14.6%, are naturalized citizens ( Table 2 ). The rest, 12.4%, may be documented and have the legal right to work or they may be undocumented. It is estimated that one in five immigrant direct care workers are undocumented, but it is likely to be a larger share in home care than in other parts of direct care because hiring is often done informally, a situation also more likely to lead to abuse of the worker, who has little recourse to seek redress (Hess & Henrici, 2013) . Foreign-born workers in home care are more likely to have either less education (less than high school) or more education (twoand four-year college degrees) than U.S.-born workers. Foreign-born workers who are citizens have been in the United States for nearly 25 years on average, while those who are noncitizens have been in the country slightly more than 15 years on average, according to IWPR analysis of the American Community Survey (data not shown).
The length of time in the United States has increased for both groups since 2005, suggesting that immigrant flows are declining (since new immigrants are generally young). Foreign-born workers in home care are about five years older than U.S.-born workers on average. Earlier studies by IWPR researchers point to two great needs of immigrant care workers: more training and improved legal status.
Both clients and home care workers express the need for more training as a way to improve the quality of care, reduce turnover, and provide workers with steadier employment and earnings. According to the Paraprofessional Healthcare Institute (as cited in Henrici, 2013) , lack of training is often cited as a reason workers leave the field. Training in English as a second language is needed by many immigrants. For immigrants and others becoming home health aides, federal requirements for Medicare and Medicaid payment include 75 hours of combined classroom and practical training (of which 16 hours must be supervised practical training). Typically, this training is provided by employers, such as agencies that place workers in homes. Personal and home care aides, however, are not generally required by federal regulations to have any training, but several states have suggested or required training standards (Paraprofessional Healthcare Institute, 2017) . The nearly 20% of women in home care who have not completed high school may find completing any training, including home health aide training, difficult, especially if they lack basic English language literacy skills. Experts in the field agree that, although training needs are great, home care workers may often not be able to pursue additional training if the training is not free or subsidized (Henrici 2013) . Paid on-the-job training would be ideal, and supportive services like child care, transportation, and housing assistance would also contribute to completion. Peer support, counseling, and guidance, including case management that can direct trainees to available resources, are especially effective in contributing to training completion in virtually all fields (Hess, Gault, Berlan, Milli, & Williams-Baron, 2017) . Among the training needs cited by care workers to improve their effectiveness are: caring for and communicating with people of different generational, race, and ethnic backgrounds; responding when facing unfair or abusive conditions; resolving conflicts; prioritizing work tasks; meeting care work standards; and managing emotions of the patient, the care provider, and the family members when clients are severely ill or die (summarized and paraphrased from Henrici, 2013) .
Improved legal status is important for virtually all noncitizen home care workers (Hess & Henrici, 2013) . Even those immigrants with the legal right to work may be restricted from moving to a different employer depending on the type of visa they have. Many documented immigrants are also not eligible for the work supports that other low-wage workers receive, such as SNAP (formerly food stamps), cash assistance, and Medicaid, making it all the more difficult to support their families on the low wages available in home care. Undocumented workers have no access to these benefits, except to the extent they belong to a household that receives SNAP, for example. Foreignborn workers may fear applying for benefits to which they are entitled or reporting instances of exploitation or abuse to the authorities, for fear that they or someone in their family will be asked about their immigration status (Hess, Henrici, & Williams, 2011) . The much greater and less targeted, more scatter-shot immigration enforcement under the Trump Administration compared with the previous Obama Administration has heightened these fears, as even immigrants who have been gainfully employed in the United States for many years and have no criminal record of any kind are being deported. Comprehensive immigration reform, which was seriously attempted during the Obama years, looks further beyond reach. Specific reforms aimed at work visas may be more possible than comprehensive reform. The direct care field is not the only one where employers claim shortages, but no current work visas, either temporary or permanent, create an accessible pathway for immigrants to come to the United States to do care work. Most work-based visas target more skilled workers or are available only for seasonal work. Instead, most immigrants in the care workforce entered with other visas, such as family unification or visitors' visas, or migrated to the United States without documentation.
Conclusion
The substantial increase in the number of older people in the United States who need care requires a growing home care workforce. While technological change, such as various, more sophisticated monitoring devices than call buttons, is coming to the homes of the disabled and elderly, such devices may only serve to increase the demand of this population to remain in their own homes, and thus further increase demand for home care workers who can assist with such daily activities of living as bathing, dressing, feeding, and toileting. New monitoring devices in the home may also underscore the need for increased training of home care workers.
Currently, about three-quarters of home care workers earn less than $15 per hour and employer-provided benefits are few and far between. Our projections for growth of the home care workforce suggest that the only segment that will increase its share of home care workers is foreign-born women of color. And these workers may find entering or staying in the United States to provide home care more difficult than ever because of the recent stricter enforcement of U.S. immigration laws. Many U.S.-born Americans continue to work in home care; if wages were to rise because the flow of immigrants is restricted, it is possible that more U.S.-born workers would join or remain in the field. Most experts agree that regardless of which workers are doing the work, rising wages are needed to reduce turnover, reward workers for the additional training they obtain, and improve the quality of care that clients receive. Paying for this higher quality of care will likely require increased public subsidies through Medicare, Medicaid, or other programs.
That more than half of home care workers are living in poverty or near poverty further underscores the need for improved public policies to improve the quality of these jobs, not only in wages and fringe benefits but also in working conditions. Home care presents health risks to those who do the work and their need for health care is therefore critical to their ability to continue in the field. Yet in 2010, according to an IWPR study, fewer than half of home care workers had access to health insurance through their employer or another family member's employer. The Affordable Care Act may be alleviating the lack of insurance for some, but undocumented immigrants are not included in the subsidy program that makes private insurance accessible to lower income families, and many documented as well as undocumented workers are not eligible for Medicaid benefits. Other work supports, in addition to health insurance, can also make taking and staying in these jobs more feasible: subsidized child care, paid family leave, paid sick days, tax credits that reward work effort and provide additional benefits to children, subsidized housing, subsidized transportation, and several others. Again, many of these will likely be provided by taxpayers.
It is not possible to solve the linked problems of an adequate workforce and improved quality of care without recourse to public policy and public revenue. Simply put, many of the elderly and disabled need help with personal care in their homes and other costs of living. Even those with adequate incomes to live a middle-class lifestyle while working outlive their resources in old age. Improving the situation for both those who need the care and those who provide the care requires that our society examine and increase the value we place on the quality of life of adults needing care and on caregiving labor (Hess, 2013) . Too often it seems that caregiving labor is undervalued because women do it, and because women, particularly women of color and immigrants, have had few other alternatives that would lead to better opportunities elsewhere in the labor market. Many care workers, perhaps especially female care workers, do value caregiving and understand its importance. They would like to remain in the field if the compensation and working conditions could be improved. For this we should be grateful.
That more than half of home care workers are living in poverty or near poverty further underscores the need for improved public policies to improve the quality of these jobs, not only in wages and fringe benefits but also in working conditions. It is not possible to solve the linked problems of an adequate workforce and improved quality of care without recourse to public policy and public revenue. Simply put, many of the elderly and disabled need help with personal care in their homes and other costs of living.
